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Internal jugular vein (IJV) thrombosis is an extremely rare vascular disease. It is usually secondary to
intravenous drug abuse, prolonged central venous catheterization or deep head-neck infections or
trauma. Associated malignancies are uncommon and not well documented in the etiology of IJV
thrombosis. A 25-year-old male presented with complains of neck swelling on left side for last 1 month
and shortness of breath for last 10 days with no ear or nose complain. Examination of his neck showed
swelling along the anterior border of the left sternocleidomastoid muscle. An ultrasound scan of the neck
and CECT neck revealed left IJV thrombosis. CECT thorax showed anterior mediastinal mass which on
biopsy comes out to be non Hodgkin lymphoma. IV heparin was given for IJV thrombosis and patient was
referred to radiotherapy department for further treatment.
 2009 Elsevier Ltd. All rights reserved.1. Introduction
Internal jugular vein (IJV) thrombosis is an extremely rare
disease. It is usually due to intravenous drug abuse, prolonged
central venous catheterization or deep head-neck infections or
trauma.1,2 Related malignancies, either known or occult, are also
uncommon and not well documented in the etiology of IJV throm-
bosis.3,4 IJ thrombosis itself can have serious potentially life-threat-
ening complications that include systemic sepsis, chylothorax,
papilledema, airway edema, and pulmonary embolism. The diag-
nosis often is very challenging and requires, ﬁrst and foremost, a high
degree of clinical suspicion.
Here, we are presenting a case of left internal jugular vein
thrombosis occurring as the ﬁrst manifestation of lymphoma.
2. Case report
A 25-year-old patient presented in emergency of our hospital
with complains of neck swelling on left side for last 1 month and
shortness of breath for last 10 days. Therewas no history suggestive
of any ear or nose disease. Also there was no history suggestive of
intravenous drug abuse or trauma.
Physical examination showed low grade fever (99F), pulse rate
100/min, blood pressure 130/90, respiratory rate 32/min, with
prominent accessory muscles of respiration. The patient had no
pallor, clubbing or peripheral edema. There was no cervical, axillaryom (M. Shameem).
rved.or inguinal lymphadenopathy. There was no discharge from ear or
nose.
Examination of his neck showed left sided neck swelling along
the anterior border of sternocleidomastoid muscle. There was no
abnormality on otoscopic examination of ear. Findings on oral cavity
examination were normal. Indirect laryngoscopic examination was
also normal. In respiratory system examination, on inspection
movements were decreased on left side of chest wall, trachea was
central. Palpation revealed decreased chest expansion on left side
with decreased vocal fremitus. Percussion note was dull on left side.
On auscultation intensity of breath soundwas decreased on left side
with no added sound. There was no abnormality on CVS examina-
tion, CNS examination and abdominal examination.
On laboratory examination CBC showed Hb 10.6%, WBC count
13,600/mm, ESRwas 20/h. Renal function test, liver function test and
ECG were normal. Fibrin degradation products, levels of ﬁbrinogen,
prothrombin and activated partial thromboplastin times were
within normal range.
Chest X-ray (Fig. 2) at presentation revealed homogenous
opacity of left hemithorax with CPA blunting. A previous chest
X-ray(PA View) showed mediastinal widening (Fig. 1) .USG neck
was done in which there was thrombosis involving the complete
extent of left internal jugular vein and thrombus in left sub-clavian
vein was also found (Figs. 4 and 5). CECT neck showed thrombosis
of left internal jugular vein (Fig. 3). CECT thorax showed lobulated
mass lesion in anterior mediastinum with left side pleural effusion
(Fig. 6). FNAC of mass lesion was performed which comes out to be
malignant lymphoma. On biopsy it comes out to be non Hodgkin
lymphoma. Heparinwas given by intravenous route for thrombosis.
Fig. 1. CXR PA view shows mediastinal widening in previous X-ray.
Fig. 3. CECT neck shows thrombosis of left internal jugular vein.
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where patient was taken on CHOP (cyclophosphamide, adriamycin,
vincristine and prednisolone) regimen.
3. Discussion
Internal jugular vein thrombosis was ﬁrst described by Long as
a complication of peritonsillar abscess in 1912.5 It refers to an
intraluminal thrombus occurring anywhere from the intracranial
internal jugular vein to the junction of the internal jugular and sub-
clavian vein. It is a rare vascular disease. Its most common cause is
prolonged central vein catheterization. About 66% of patients with
IJV catheters have proof of thrombus formation on ultrasound or at
autopsy.6 Other common causes are head and neck infection,
surgery, intravenous drug abuse7 and neck massage. Up to a third of
patients following a neck dissectionwill have a thrombus in the IJV.8
Harada et al. showed that the most signiﬁcant narrowing of the IJV
following neck dissection occurs in the ﬁrst week after surgery and
that patency is gradually restoredwithin threemonths.9 A case of IJV
thrombosis following neck dissectionwas reported by Arslan et al.10
Similar case was also reported by Quraishi et al.11 A case of internalFig. 2. CXR at presentation shows homogenous opacity in lower zone of left
hemithorax with blunting of left CPA.jugular vein thrombosis following neck massage was reported by
Wada et al.12
Related malignancies are also exceptional and not well docu-
mented in the etiology of IJV thrombosis.3 The association of cancer
and thrombophlebitis was ﬁrst observed by Trousseeau13 and this
association still bears his name. Trousseau in 1861 stated that if the
diagnosis of a suspected carcinoma of an internal organ could not be
veriﬁed, the sudden and spontaneous appearance of thrombo-
phlebitis in a large vein afforded necessary proof for diagnosis. Sack
et al.14 in their review of 541 Trousseau’s syndrome cases, reported
that underlying malignancy was detected in the lung {25.6%},
pancreas {17.4%}, stomach {16.8%}, colon {15.2%}, prostate {6.5%}
and head and neck {2%}. Chen et al. also reported a case of left
internal jugular vein thrombosis secondary to lung tumour.15 Pata
et al., reported two cases of internal jugular vein thrombosis asso-
ciated with breast and lung cancer.16 Carrington et al. reported two
cases of IJVT in patients with advanced malignancy, one from an
ovarian cancer and the second a mesothelioma.4 We are reporting
a case of left IJV thrombosis associated with mediastinal lymphoma
in which ﬁrst complain to appear was left sided neck swelling.Fig. 4. USG of neck shows thrombosis of left internal jugular vein involving complete
extent
Fig. 5. USG of neck shows thrombus in left sub-clavian vein.
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a septic thrombophlebitis. An infected IJ thrombus caused by
extension of an oropharyngeal infection is referred to as Lemierre
syndrome. This has also been termed necrobacillosis or postanginal
septicaemia.18,19 A case of Lemierre’s syndrome was reported by
Varkey Maramattom, Wijdicks .17
The classic triad predisposing to intravascular thrombosis was
described ﬁrst by Virchow and includes blood vessel trauma, stasis
of blood ﬂow, and a hypercoagulable state.5
IJV thrombosis generally present with pain and swelling in the
neck. Tovi et al. described the following clinical manifestation in
a large series of patients with septic IJV thrombosis: fever [83%],
leukocytosis [78%], cervical pain [66%], neck swelling [72%], cord
sign [39%], sepsis syndrome [39%], pleuro-pulmonary complications
[28%], superior vena cava syndrome [11%], chylothorax [5%] and
jugular foramen syndrome [6%].20
IJV thrombosis can lead to complications like septic emboli,
pulmonary embolism, elevated intracranial pressure, facial edema,
intracranial venous thrombosis and loss of vision.21
Imaging studies used in IJV thrombosis diagnosis include con-
trasted computed tomography (CT) scan, magnetic resonanceFig. 6. CECT thorax shows lobulated mass lesion in anterior mediastinum suggestive of
lymphoma with left side pleural effusion.imaging (MRI), nuclear medicine scan, ultrasound and contrast
venogram. Ultrasound scan is safe, non-invasive, and cost-effective
and a doppler can detect ﬂow rate. CT scan with intravenous
contrast is considered by many to be the investigation of choice.
MRI provides better soft tissue deﬁnition and sensitivity to blood
ﬂow rates compared to CT scanning and does not require exposure
to contrast material or radiation.22
In patients with infected IJV thrombosis culture from the infec-
tion source (oropharynx, ears, catheter tip, etc.) and blood cultures
should be done. Uncomplicated IJV thrombosis requires more in-
depth investigations, for example protein C, S, antithrombin-3-
deﬁciency tests and DIC screen which includes prothrombin time
(PT), activated partial thromboplastin time (APTT), ﬁbrin split
products and ﬁbrinogen.
Treatment of patients with IJV thrombosis is done with heparin;
but it is usually unsuccessful. Patients with JVT may need to be on
long-term oral anticoagulation therapy. Treatment of the under-
lying cause or malignancy is the most deﬁnitive therapy, but
usually in these particular diseases is also unsuccessful.
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